The mission of APSAC is to improve society's response to the abuse and neglect of its children by promoting effective interdisciplinary approaches to identification, intervention, treatment, and prevention of child maltreatment.
APSAC is strongly committed to:
• Preventing child maltreatment;
• Eliminating the recurrence of child maltreatment; • Promoting research and guidelines to inform professional practice; • Connecting professionals from the many disciplines to promote the best response to child maltreatment; • Ensuring that America's public policy concerning child maltreatment is well-informed and constructive, and; • Educating the public about child abuse and neglect.
Introduction to the Compendium

Introduction
Bri Stormer, MSW
In the summer of 2017, the APSAC Board of Directions, APSAC Publications Committee, and Child Maltreatment (CM) Editorial Board identified a problem:
APSAC's frontline practitioner members did not consider receiving CM an important benefit of APSAC membership, as they had difficulty applying the findings reported in the journal to their practice. This problem is not unique to APSAC. In the mental health and health care sectors, there is a reported 20-year gap between identification through research of important clinical knowledge, and the application of that knowledge into direct practice (Brekke, Ell, & Palinkas, 2007) . While there are many reasons for this gap, one reason was abundantly clear to APSAC and CM leadership: to achieve the goal of "strengthening practice through knowledge, " APSAC must do more to ensure the best science is being effectively communicated into practice settings.
These stakeholders suggested APSAC create Research to Practice Briefs on articles from CM. The goal of these briefs is to translate the research findings into plain language, with an emphasis on implications for practice and policy. APSAC staff created a structure (usually introduction, hypothesis/research questions, subjects, findings, recommendations, bottom line) and a sample brief. APSAC began soliciting its networks for brief authors and received over 40 volunteers across disciplines and experience levels. In 2018, APSAC began assigning these authors to produce briefs from CM articles. APSAC released these briefs in its newsletters, shared them via social media, and added them to the APSAC website, where they are publicly available to members and non-members alike.
In summer 2018, Dr. Todd Herrenkohl reached out to APSAC about bringing the Research to Practice Brief to one of his MSW classrooms at the University of Michigan. The Publications Committee approved the project and worked with Dr. Herrenkohl to develop a sample assignment. Students prepared briefs from CM articles in the classroom and were given the opportunity to submit them to APSAC for professional publication. Six students submitted to APSAC; APSAC staff offered feedback and suggested revisions and students' briefs were published on the APSAC website.
APSAC believes that high-quality research translation has the potential to help bridge the gap between research and practice. As a multidisciplinary professional organization, APSAC is in a unique position to solicit authors well-versed in research and reach practitioners across disciplines and experience levels. By involving students, APSAC hopes to help build a new generation of child maltreatment professionals skilled in research translation and less siloed in their fields of either research or practice.
This compendium includes all briefs produced in 2018, both by professional and student authors. The Table of Contents identifies students who participated in the classroom assignment. To view all currently published briefs, you can visit https://www.apsac.org/ researchtopractice.
We hope you enjoy this compendium of briefs! Please feel free to share the full compendium or individual briefs with your students and colleagues. If you are interested in bringing briefs to your classroom as an assignment, or if you are interested in serving as an expert reviewer for student briefs, please contact Bri Stormer, APSAC Manager of Publications and Special Projects, at bstormer@apsac.org.
Introduction
This study aims to investigate the financial impact of pediatric abusive head trauma (AHT) , also known as shaken baby syndrome. Experts have long known that pediatric AHT is a serious public health issue; however, there has not been a comprehensive way to document it. With the advent of an administrative code-based definition of AHT, created by the Centers for Disease Control (CDC), experts can measure the health and financial consequences of AHT more systematically and accurately nationwide. Previous studies have examined the prevalence of AHT mortality and hospital admissions and visits with this code, but no previous study has looked at the costs of hospital services, neither inpatient nor emergency, for diagnosing and treating AHT cases that fit the code. By examining the financial implications, researchers can better understand AHT from another crucial perspective, and thus experts can allocate public health prevention efforts for child maltreatment appropriately.
This study aims to document the annual frequency of hospital emergency and inpatient visits and provider costs for the diagnosis and treatment of AHT. The study also assesses relationships between AHT patients and associated hospital medical costs nationwide in the United States using this code.
Research Questions
In the United States, what is/are 1) the frequency of hospital visits (emergency and inpatient admissions)
for patients with AHT annually? 2) the cost from the provider perspective of hospital visits for patients with AHT? 3) characteristics of AHT patients that result in higher than average per-visit costs?
Subjects
The researchers used publicly available data from U.S. hospital emergency department visits to identify AHT diagnoses among children 0-4 years old between the years 2006-2011. These data included frequency of visits, patient characteristics, and medical costs. Using the CDC code, AHT was classified as a skull or intracranial injury caused by intentional blunt impact or aggressive shaking.
Findings
From 2006 
Introduction
This study seeks to reduce barriers for youth in need of mental health services via Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT) delivered through telehealth technology, via videoconferencing software. These barriers include: (1) lack of transportation and means to travel (e.g., gas/parking money) to mental health facilities, (2) lack of insurance, (3) employment barriers (e.g., scheduled work hours, leave restrictions), and (4) limited availability of culturally and linguistically competent services for Spanish-speaking children and families. While telehealth has great potential to reduce these barriers, experts have conducted little research on the effectiveness of TF-CBT delivered to youth via telehealth technology. This study examines the effectiveness of telehealth technology in delivering TF-CBT to children and adolescents with PTSD or adjustment disorder.
Research Questions
Researchers explore two guiding questions: (1) Does telehealth technology improve access to TF-CBT for trauma-exposed youth from economically disadvantaged backgrounds? (2) Does TF-CBT delivered by telehealth technology to these youth appear to lessen PTSD, depression, and anxiety symptoms?
The researchers focus on five outcomes of interest:
(1) strategies for providing TF-CBT via telehealth, (2) technical performance of the telehealth equipment, (3) safety issues, (4) number of sessions attended and rates of treatment completion, and (5) clinical outcomes related to self-reported and parent-reported symptoms of PTSD, depression, and anxiety.
Subjects
Participants included 15 youth, age 7-16, referred for treatment at a trauma treatment center. Fourteen were female, 46.7% Hispanic, 40% African American, and 13.3% Caucasian. Ten participants lived in underserved urban locations, and five lived in rural locations. All youth met criteria for either PTSD (12) or adjustment disorder (3). Five youth had an index trauma of sexual abuse, one had an index trauma of physical abuse, three experienced the traumatic loss of a loved one, two witnessed the armed robbery of a family member, one witnessed the physical abuse of a sibling, and three experienced multiple traumas. Researchers excluded youth from the study if they presented with current suicidal ideation or exhibited serious externalizing behaviors and were a danger to themselves or the telehealth equipment. Barriers to treatment services included lack of transportation, language preference of the child and/or caregiver, caregiver work schedule, and rural location. 
Findings
Researchers found that TF-CBT delivered via telehealth technology was successful at reducing barriers to treatment. All participants completed between 12 and 19 45-90 minute sessions. All youth completed treatment (0% dropout). All youth had a caregiver who actively participated in treatment. Both youth and their caregivers reported a decrease in youth PTSD symptoms. At the completion of treatment, all youth no longer met criteria for either PTSD or adjustment disorder as measured by the UCLA PTSD Reaction Index, which assesses trauma exposure and post-traumatic stress symptoms among children and adolescents.
Recommendation
The study's findings suggest that providers working with youth impacted by trauma should consider offering TF-CBT through telehealth technologies as a means of reducing barriers and promoting treatment engagement and completion.
The school setting proved conducive in this study for increasing access to treatment. More youth may be able to receive treatment if schools offered an environment where telehealth services were more easily accessible to their students. Increased funding is needed to provide technology for treatment use as well as making quality providers accessible and affordable for underserved communities. Encouraging partnerships between providers and schools to offer mental health services via telehealth ensures the use of appropriate technology, addresses safety concerns, and maintains privacy.
Future research considerations include increasing male participants, using a larger sample size, using a comparison group and randomization, including participants without a caregiver involvement in treatment, and focusing on either home setting or school setting in order to increase the validity of findings.
Bottom Line
This research suggests that TF-CBT delivered by telehealth technologies can be just as effective as inperson treatment.
Trauma-focused cognitive-behavioral therapy delivered via telehealth technologies proves successful in reducing youth barriers to accessibility while lessening PTSD symptoms and promoting the completion of treatment. 
Introduction
The study examines the effectiveness of a change strategy to create a statewide trauma-informed child welfare system (CWS). Trauma-informed treatment is especially important in the CWS because of the high prevalence of trauma in children in state and tribal CWSs, and because exposure to childhood trauma is a major public health concern. Because there is no consensus about what constitutes a trauma-informed system, the Administration for Children and Families (ACF), a division of the U.S. Department of Health and Human Services, funded the development and evaluation of trauma-informed CWSs to improve child well-being.
The article describes one model used to create a trauma-informed CWS-including workforce development; trauma screening; policy change; and improved client access to evidence-based, trauma-focused treatments-during a three-year implementation and evaluation in the state of Connecticut.
Research Questions
The primary question is whether the CWS can become a trauma-informed system. The study measures this using the Trauma System Readiness Tool (TSRT), which utilizes 90 items to measure 12 domains of trauma informed care. These domains include: 1) trauma training and education; 2) staff trauma knowledge and practice; 3) individual trauma knowledge and practice; 4) trauma supervision and support; 5) staff supports child relationships; 6) birth family trauma support; 7) resource family trauma support; 8) staff addresses child psychological safety; 9) agency trauma assessment; 10) access to trauma informed services; 11) local agency collaboration, general; 12) local agency collaboration, trauma. The study evaluates changes in system readiness and capacity to deliver trauma-informed care using a stratified random sample of staff prior to and two years following implementation.
Findings
Components of the change model were: the creation of multi-disciplinary teams, identification of "trauma champions" to be early adopter liaisons, implementation of screening and assessment procedures, and education on evidence-based practices (EBPs) for trauma-focused interventions. The study found that training must be ongoing (that is, it is hard to sustain change when practicioners see change as "one more thing, " and supervisors provide them with no relief from other responsibilities). Researchers also found that support for worker wellness and secondary trauma needs further attention.
Mean scores on the TSRT increased significantly across nearly all domains from Year 1 to Year 3. Among the components studied, researchers observed the greatest improvements for trauma supervision and supports, access to trauma-informed services, and trauma-related supports for birth and resource families. The study saw moderate gains across all other scales, with the exception of general collaboration with local mental health agency staff. Improvements in 2018 APSAC Research to Practice Compendium
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Building Capacity for Trauma-informed Care in the Child Welfare System... trauma training and education, birth family support, resource family support, and child relationship support were greatest among staff working directly with clients and less so for managers and supervisors, who had less direct contact.
The authors noted that lighter than national average caseloads and higher salaries in CT led to long-term staff stability (average tenure was 13.5 years vs. a national turnover of CWS staff of 23-60% annually).
The effect of staff stability on implementation of a trauma-informed CWS needs further study.
Recommendation
The study makes five recommendations for implementing systemic organizational change: 1. Assess and commit sufficient financial and staffing resources for a five-year plan that includes, training, IT infrastructure for reporting, evaluation team, and workflow modeling. 2. Ensure that leadership at the highest level is fully committed long-term to the change. 3. Evaluate organizational readiness and initial capacity, with sufficient time to plan implementation. 4. Identify and encourage formal and informal "champions" at all levels of the organization. 5. State and federal policy changes and funding opportunities supporting trauma-informed care can accelerate the change.
It is also important to create a feedback process to strengthen the connection between organizational parts to a shared vision. Leadership needs to frequently share successes to help the teams focus on the bigger reasons for making the change-that is, better client outcomes through the processing of trauma.
Bottom Line
Trauma-informed CWSs are necessary to better serve youth, who frequently have a trauma history that negatively impacts their physical and mental health throughout their lives. This study suggests that creating a trauma-informed CWS is possible. The model implemented in the Connecticut CWS provides a roadmap to making the necessary changes system-wide. State and national policy changes to accelerate the adoption of trauma-informed CWSs should be identified and implemented, keeping in mind the holistic nature of a trauma-informed CWS and ensuring organizational readiness for this level of change.
Introduction
This study seeks to understand trajectories of depressive symptoms for sexually abused children under three scenarios: (1) when the perpetrator is a parent, (2) when the perpetrator is not a parent, and (3) based on the age of abuse onset. Data are from the National Survey of Child and Adolescent Well-Being I (NSCAW-I) and include: (1) baseline data collected 2-6 months after practitioners classified the investigations as closed, (2) 18 months after, (3) 36 months after practitioners closed the case, and (4) 72 months post-baseline.
Research Questions
The researchers hypothesize that children who experienced childhood sexual abuse (CSA) would experience more depressive symptoms when the perpetrator was a parental figure, defined in the article as a biological mother/father or a stepmother/ stepfather. Parental figures did not include grandparents, uncles/aunts, or boyfriends/girlfriends of parents, even if they were living in the home and acting as a parental figure. They also investigate whether victimized youth (children 12 and younger) were at greater risk for heightened symptomatology than victimized adolescents. The study uses the relationship between the child and perpetrator as well as the age of abuse onset as moderators when exploring if CSA was associated with higher depressive symptoms in victimized youth. Critically, the authors do not hypothesize if age of abuse onset played a pivotal role in the depressive symptom levels of victimized youth.
Subjects
Participants were 444 sexually victimized children who researchers identified from Child Protective Service reports, which they collected from the National Survey of Child and Adolescent Well-Being I (NSCAW-I). The researchers interviewed a sample of sexually victimized children, their caregivers, and caseworkers. Researchers conducted the interviews in three forms: face-to-face, computer-assisted personal interviews, and audio computer-assisted self-interview programs to minimize reporting biases.
Findings
CSA was associated with higher depressive symptoms moderated by the child's age at abuse onset and relationship type between child and perpetrator.
The study followed three growth trajectories: falling, rising, and flat to further analyze how histories of CSA predict depressive symptoms during adolescence. Victims of CSA whose perpetrator was a parent were associated with rising and falling trajectories indicating the presence of higher depressive symptoms than those affiliated with the flat trajectory. Additionally, children who were sexually abused at a younger age followed the falling trajectory, whereas children sexually abused at a later age followed the rising trajectory. Notably, the data suggested that gender played a crucial role in classifying the effects of CSA on depressive symptomatology, with females having an increased risk for a falling trajectory in comparison to males.
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Breaking down the sample across the three trajectories, the study found that individuals in all four waves exhibited lower depressive symptoms while remaining in the flat trajectory. Additionally, it is critical to mention that a majority of the sample experienced consistently low depressive symptoms, which could be a strong indicator of high levels of resiliency among sexually victimized youth.
The results of the study were consistent with the hypotheses that the authors presented.
Recommendation
Clinicians should work closely with sexually victimized youth to identify the best course of treatment for coping with the trauma associated with abuse. Since there is a link between child sexual assault and the development of depressive symptomatology, practitioners can closely evaluate if these links are reason to screen repeatedly for depression or related disorders, particularly when factoring in age of abuse onset and parental perpetration. Additionally, policy makers might consider allocating funding for follow-up screenings and assessments of victims of sexual abuse. This is pertinent since CSA victims on the rising trajectory may not require services during the initial screening; however, they may develop symptoms later on.
Bottom Line
Depressive symptom trajectories vary based on age of abuse onset and parental perpetration. Youth who experience child sexual abuse at a later age experience an increase of depressive symptoms over time when the perpetrator of violence is a parental figure.
Conversely, youth who experience an earlier onset of abuse experience a decrease in depressive symptoms over time. Ultimately, consistently low depressive symptoms among the sampled victimized youth may be an indicator of resiliency.
Introduction
There is significant evidence of an intergenerational transmission of trauma, meaning that parents who were victims of child maltreatment are more likely to use violence in disciplining their children. Nonetheless, parents can break this cycle of violence by learning alternative disciplining methods that are more appropriate. This longitudinal study examines mediators that link parents' history of childhood abuse and their elevated parent-child aggression (PCA) risk as measured by parenting attitudes and behaviors and usage of physical and psychological aggression toward children. The study also assesses moderators related to buffering parents' history of childhood abuse on their own PCA risk.
The study collects data on PCA risk across three time points: the last trimester of the pregnancy, when the child is 6 months old, and when the child is 18 months old. The study assesses mediators and moderators of mothers and fathers separately. The study treats a history of harsh and/or abusive parenting as a timeinvariant variable and only assesses this variable prenatally.
Research Questions/Hypotheses
The research examines the following mediators: parents' mental health, substance use, intimate partner violence, attitudes surrounding approval of PCA, negative child attribution and compliance, and knowledge of nonphysical discipline alternatives. In addition, the researchers explore four moderators: coping skills, couple satisfaction, emotion regulation, and social support satisfaction. The study measures the effect of mediators and moderators on mothers and fathers separately.
Subjects
Due to the nature of the longitudinal study, the number of participants varied at each time point.
Overall, the study included 180 mothers and 141 fathers in data analysis. If a mother changed partners, researchers only included the father from time one in the analysis. On average, mothers were 26 years old and fathers were 29 years old. Racial/ethnic identities of mothers and fathers followed: 51%, 54% Caucasian; 47%, 45% African American; 2.5%, 0.7% Asian American or Native American; 3%, 4% Hispanic/ Latino; and 6%, 5% biracial. One third of mothers and one fourth of fathers had an education level of high school or lower and had a household income under $40,000. Seventy-four percent of mothers were living with the father of the child.
Findings
The results suggested that there are not consistent mediators and moderators over time. Researchers found significant findings only prenatally.
Prenatally, both parents' history of physical and psychological aggression was significantly associated with PCA risk. Both parents' lack of knowledge of nonphysical discipline alternatives and greater PCA approval attitudes mediated PCA risk. Post-childbirth, both parents' histories of physical and psychological aggression were significantly linked to PCA risk at 18 months. However, the study found no significant mediators for buffering PCA risks. The researchers also did not observe strong moderators during postpartum, although high couple satisfaction marginally moderated PCA risk for both parents.
Recommendation
The study notes a challenge in developing an intervention for parents during and after pregnancy, due to the complexity and inconsistency in risk and protective factors linked with their elevated PCA risk. This research study finds significant mediators and moderators only during the prenatal period. The researchers encourage future study to further explore mediators and moderators that are significant during the postpartum period. In addition, future study should reassess the personal history of childhood abuse at each time point.
Couple satisfaction significantly moderates PCA risk in both parents before childbirth. Couples therapy for increasing couple satisfaction may help to lessen the intergenerational transmission of violence. The service may also increase access to other resources that can assist in preparation for future parenthood.
This study also suggests that mothers and fathers may need different types of support. The prospective intervention may provide prenatal psychoeducation to mitigate PCA risk. Some topics may include reducing PCA approval attitudes, increasing knowledge of nonphysical discipline alternatives, and diversifying coping skills specific to mothers and fathers.
Bottom Line
Overall, the study supports the existing evidence on the intergenerational transmission of PCA. Parents' histories of child abuse predict their PCA risk. The mediators and moderators of PCA may vary based on the developmental stage of the child; the impact of mediators and moderators assessed in this study are especially salient prenatally. In addition, there may be differences between mothers and fathers in how mediators and moderators influence parents' childhood abuse experiences and on their PCA risk.
Introduction
This study seeks to determine whether maternal adverse childhood experiences (ACEs) influence prenatal and postnatal depression, as well as the physical and socioemotional outcomes of their children. The Adverse Childhood Experiences questionnaire is a ten-question yes or no answer test that relates to childhood trauma. It contains five questions that discuss personal issues (emotional and physical neglect and physical, verbal, and sexual abuse) and five that relate to other family members (an alcoholic parent; mother as a victim of domestic violence; family member diagnosed with mental illness; disappearance of parent through death, abandonment, or divorce; and a family member in jail). Answering yes to a question scores it as a one, while answering no to a question scores it as a zero. The end result of the ten questions is an ACE score. Previous literature has stated that ACEs have been associated with negative mental and physical health throughout the life course, and that there are associations between negative birth outcomes and maternal ACE scores.
Hypotheses
The research is guided by three hypotheses:
(1) Maternal ACEs will predict higher levels of prenatal and postnatal depressive symptoms and less improvement towards a non-depressive state in the perinatal period. The association between depressive symptoms and ACE scores will be stronger for participants who had experiences of childhood maltreatment over those with household dysfunction;
(2) Maternal exposure to ACEs will predict poorer reproductive outcomes (weight at birth, premature delivery). They predict that this association will be mediated by the age of the mother at the time of her first pregnancy; (3) Maternal ACEs will predict poorer socioemotional outcomes of the infant, which will be mediated by the mother's age at first pregnancy and the infant's birth weight.
Subjects
Participants were 398 pregnant woman 15-46 years of age at an initial prenatal assessment. Over half of the pregnant women were Caucasian, half were unemployed, and just under half were never married. Researchers recruited participants from Women, Infants, and Children (WIC) offices in a Midwestern city. Researchers assessed the subjects twice: prenatally and at a 6-month postnatal follow-up.
Findings
There were three major findings from this study. First, there were positive associations between both childhood maltreatment and household dysfunction with prenatal depressive symptoms. Only childhood maltreatment was positively correlated with maternal postnatal depressive symptoms at the 6-month mark. Intergenerational Effects of Childhood Trauma... mothers was significantly negatively correlated with maternal age at first pregnancy. Birth weight was positively correlated with maternal age at first pregnancy and negatively correlated with infant socioemotional symptoms, creating an indirect relationship between maternal child household dysfunction and infant maladaptive socioemotional symptoms.
Third, childhood maltreatment of the mother was associated with high levels of maladaptive socioemotional symptoms in children at 6 months. Findings support those of other studies, which show that maternal childhood maltreatment and household dysfunction increase the risk of depressive symptoms and poor functioning in young children. The age of the mother at the time of her first pregnancy was also associated with a history of childhood trauma as well as adverse reproductive outcomes. Researchers must consider other known risk factors for adverse birth outcomes, such as African American race. This helps to conclude the transitive relationship of maternal trauma in childhood to negative health outcomes for their children.
Recommendation
Future research on risk and resilience can help experts to understand the relationship between childhood trauma and its effects later in life as well as birth outcomes of children whose mothers have a high ACE score. With further research, providers can plan interventions, creating positive outcomes such as less stress and lower depression scores. Providers should consider maternal ACEs during prenatal and postnatal care for both mother and child. They can do this by administering the ACE questionnaire during prenatal appointments. With this information, providers can educate mothers on previous outcomes so that they can be aware of their predisposition to them. Since depression scores are related to ACEs, it is important to monitor this.
Psychoeducation is also crucial for pregnant women and young mothers with significant ACEs. Education can enhance outcomes of more positive mental health as well as better pregnancy outcomes (e.g., stress from ACEs impacting low birth weight). If providers educate mothers about the risk factors, mothers can, along with their healthcare providers, work on preventing negative outcomes.
Bottom Line
Pregnant mothers' ACE scores and histories of childhood maltreatment make them more vulnerable to higher levels and more persistent and severe depressive symptoms after birth. This maltreatment is also associated with maladaptive socioemotional symptoms in their children. Factors such as race, age at first pregnancy, and childhood household dysfunction can have a negative impact on infant birth weight and infant socioemotional symptoms. This can affect children in all stages of life. If researchers and clinicians together can support pregnant women who have high ACE scores pre-and post-birth, this could interrupt the transmission of effects of intergenerational trauma through evidence-based practices. 
Introduction
This study seeks to investigate the prevalence of early contact with child protection services (CPS) before the third grade and understand whether early contact is associated with important academic outcomes (math and reading standardized test scores, grade retention, and special education status in third grade). This study is the first statewide analysis linking maltreatment to academic outcomes by merging data from the Michigan Department of Education (MDE), the Michigan Department of Health and Human Services (MDHHS), and the United States Census. This article expands previous understandings of relationships between CPS involvement and educational experiences by focusing on a broader definition of contact, estimating the number of children who have experienced at least one maltreatment investigation from birth to third grade, whether unsubstantiated or substantiated.
Research Questions
Rather than put forth hypotheses, the authors present two research questions: 1) What is the prevalence of formally investigated child maltreatment in the public school population by the time students reach third grade, and do prevalence rates vary by school district? 2) What is the association between early contact with CPS and critical academic outcomes? 
Findings
The authors found a high prevalence of contact with CPS for public school students before third grade (approximately 18%), ranging from 1% to as high as 59% across all school districts. Of all investigations, over one third were substantiated. Students receiving free lunch (an indicator of family poverty), students from poor neighborhoods, and Black students had disproportionately higher rates of CPS investigations. Further, any involvement with CPS was negatively associated with all four measures of negative academic outcomes, even when controlling for other factors that may affect performance (i.e., race, gender, and poverty). Having substantiated investigations resulted in even larger negative outcomes than did unsubstantiated investigations.
Recommendations
The study findings are important for informing allied systems of care collaboration, particularly among child welfare and educational systems. The authors demonstrate the odds of experiencing CPS investigations are higher than other factors (e.g., asthma, child food allergies, child disabilities, and obesity) related to negative outcomes addressed within educational policies and support programs, highlighting the importance of allocating financial resources specifically to the population of maltreated youth. One option for addressing the needs of this 2018 APSAC Research to Practice Compendium 20 population would be to better align information reported to CPS with information collected within schools to inform approaches similar to those used to support students with suspected disabilities (such as Individualized Education Programs). Yet the authors emphasize the importance of considering privacy and confidentiality issues associated with this approach. Less controversial approaches would include a more general approach to trauma-informed practices in schools.
Bottom Line
CPS involvement is not infrequent and may actually be the norm for students in some school districts, a finding that refutes the public's misconception that maltreatment is uncommon. Further, disparities exist for already vulnerable youth in our public education systems, including youth of color and poor youth, as well as by school district. Focusing on addressing the academic struggles of youth with maltreatment histories early in their educational trajectories is crucial to limiting the likelihood they will culminate in more complicated problems in the future. and witnessing domestic violence. The child welfare system itself can also be traumatic, such as when child welfare agencies must remove children from their homes and place them in foster care, and when children experience placement disruptions. Children involved in the child welfare system have significantly higher rates of trauma than children in the general population.
TIC initiatives have gained interest, but TIC's definition, measurement, impact, and cost effectiveness are still unclear. The purpose of this study is to rigorously examine, using a randomized, matched-pairs, crossover design, whether a 5-year, multi-pronged, statewide TIC initiative in a child welfare agency changes trauma-informed attitudes, skills and behaviors, and perceptions of system performance related to trauma among child welfare staff. Researchers studied the New Hampshire Division for Children, Youth and Families (DCYF), which includes both the child protective and juvenile justice systems.
Intervention
Researchers randomly assigned 10 district offices of DCYF to either Cohort 1 (early intervention group)
or Cohort 2 (late intervention group). Researchers collected data three times: Time 1 was prior to any intervention, Time 2 was post-intervention for Cohort 2, and Time 3 was post-intervention for Cohort 3.
Interventions included (1) monthly training focused on principles of TIC and their application to child welfare and juvenile justice, along with training in using the Mental Health Screening Tool; (2) installation and implementation of a new web-based Mental Health Screening Tool;
(3) weekly consultative support to each district office for 3 months after training to provide guidance for staff members implementing the TIC practices in their work; (4) identifying and providing advanced training to three staff members (trauma specialists) responsible for maintaining application of TIC practices; and (5) subcommittee work to review and implement systemlevel processes and policies on TIC (i.e., establish formal policies to integrate the new screening, case planning, and progress monitoring).
Measures
Researchers based measures on self-reports of involved staff. The study measured six TIC domains: 
Findings
At Time 1, 51.3% of eligible staff responded to the survey; after researchers eliminated certain responses for not meeting the criteria of working with children and families or for missing data, they included 145 staff: 77 in Cohort 1 and 68 in Cohort 2.
Researchers used linear mixed modeling to examine the effect of the intervention on the six outcome variables. There were significant findings in three areas: initial case planning and communication, trauma screenings, and perceptions of DCYF's TIC system performance.
Across all three domains, Cohort 1 saw little change across all three time points. For Cohort 2, ratings dropped from Time 1 to Time 2, and then increased significantly at Time 3. Researchers hypothesized that the TIC intervention may have buffered Cohort 1 from the effects of an increasing number of stressors on the child welfare system, from Time 1 to Time 2. For Cohort 2, the intervention improved attitudes and behaviors for trauma screening, case planning, and TIC system performance at Time 3. While Cohort 2 was receiving the intervention, the child welfare system was burdened with even more stressors.
Researchers hypothesized that staff in Cohort 2 District Offices were particularly receptive to a TIC approach, and that they received additional support provided via the project given the continued opioid crisis and more children entering the child welfare system.
The mixed findings were consistent with the mixed findings of prior studies. With few significant results, the authors question if such a comprehensive TIC intervention is cost effective. The authors acknowledge that the ongoing systemic challenges in child welfare, such as budget reductions, increased need for services partly due to the opioid crisis, and chronic workforce shortages, are a factor in any TIC initiative being effective in child welfare services. Further research is warranted, perhaps to identify whether certain domains of TIC are more effective than others and can achieve measurable, objective child and family outcomes.
Bottom Line
While these results are mixed, showing effects in three of the six measured domains (case planning, trauma screening, and perceptions of TIC), the authors maintain support for adopting a "trauma lens" in the child welfare and juvenile justice systems. They also acknowledge that the effects will likely be limited if these systems continue to face challenges such as underfunding, increased need for service, and issues with workforce shortages and turnover. Until a larger effort is made to address the core issues facing child welfare, the authors suggest TIC interventions must take into consideration the challenges child welfare inevitably faces.
Introduction
This study seeks to show how mothers with histories of maltreatment and certain trauma-related cognitions transmit traumatic reactions to their young children, and whether this results in negative child outcomes. It considers cognitive pathways, such as posttrauma appraisals (i.e. shame, self-blame, anger, fear, betrayal, and/or alienation around a trauma memory) and disorganized memory (memories of maltreatment that are non-sequential or lacking), as possible methods of transmission. Both posttrauma appraisals that mothers express through thoughts, feelings, or behavior, and disorganized memory, which cause distressing thoughts and emotions, can lead to mothers' distorted understandings of their children and disrupt healthy attachment. Top-line finding: If a mother believes her child, rather than prior trauma, caused her distress, a dysfunctional parent-child relationship could result, as well as mood and/or behavior problems in the child.
Hypotheses:
Researchers hypothesize that higher levels of maternal posttrauma appraisals and disorganized memory will be associated with maternal trauma symptoms, more child internalizing and externalizing symptoms, and dysfunction in the mother-child relationship. They also hypothesize that dysfunctional mother-child relationships will affect child symptoms.
Subjects:
Participants in this study included 113 mothers of 2-5-year-olds who lived in a metropolitan area in the Rocky Mountain West and who had experienced child abuse or neglect. Most of the mothers were married and over two thirds were white, with African-American mothers making up the second largest grouping. Over two-thirds identified as middle class or higher, and three-quarters had at least some college education.
Findings
Researchers found strong associations between mothers' traumatic symptoms and their children's mood and behavior problems. Maternal traumarelated cognitions, however, correlated only with child internalizing symptoms, not externalizing ones.
Maternal posttrauma appraisals and disorganized memory predicted higher levels of dysfunction in the mother-child relationship than did the mothers' trauma symptoms. However, dysfunctional motherchild relationships did not appear to directly affect child symptoms.
As the current study relied on maternal self-report and is cross-sectional in design, causal relationships could not be inferred. Other factors not studied could also have affected the findings.
Recommendation
The study's findings suggest that clinicians working 2018 APSAC Research to Practice Compendium
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with trauma survivors and their children may find that targeting parental cognitions could enhance the mother-child relationship and decrease child mood symptoms.
Future research that employs multi-method, multireporter, longitudinal approaches and/or randomized control trials would help clarify the causal mechanisms through which parental cognitions lead to child problems and the interventions most likely to alleviate them.
Bottom Line
This research suggests that trauma can pass from parent to child through alterations in maternal thought processes and traumatic memories. Treatment to improve mother-child relationships or child mood symptoms should include a focus on how mothers recall and think about their own maltreatment experiences. 
Introduction
This study seeks to understand the specific mechanism by which nurse home visitation programs reduce child maltreatment over the long term.
The article introduces the Nurse Family Partnership (NFP), an evidence-based model where nurses make home visits to low-income first-time mothers and their children. These nurses focus on interventions in three primary areas of family functioning: (1) health-related behaviors during pregnancy and early childhood, (2) care parents provide to their children, and (3) maternal lifecourse development including helping moms with family planning, progressing in their education, and getting employment. A previous evaluation of the NFP program (conducted from 1978 NFP program (conducted from -1980 found that program participants saw reduced rates of child maltreatment during the first two years of the child's life, and most significantly, a follow-up study conducted when the children were 15 years old found that the reduced rates of child maltreatment were sustained and became stronger over time. These findings applied to the 80% of participating families who had low to moderate levels of domestic violence. The 20% of families who had high levels of domestic violence did not fare as well.
This article seeks to identify the actual mechanism(s) by which NFP reduced child maltreatment over the long term as described in the landmark 15-year follow-up of the Elmira study. Once identified, other home visiting programs hoping for similar reductions in child maltreatment rates can use this information to enhance and target these processes within their own programs.
Hypotheses
The article hypothesizes that NFP altering significant aspects of the mother's life course, such as family planning and economic self-sufficiency, through education and employment cause the program's longterm effect in reducing child maltreatment.
Subjects
Participants were pregnant women in Elmira, New York recruited from a free county health clinic and the offices of private obstetricians, who were giving birth to their first child, could begin the program prior to their 25th week of pregnancy, and had at least one of the following characteristics: (1) under age 19, (2) unmarried, (3) low socioeconomic status. Also, any first-time mother enrolled in NFP who asked to participate in the study was allowed to participate. 
Findings
Research Questions
Rather than declaring a hypothesis for this study, the author puts forth two research questions: 1) What aspects of the NIS-4 definitions of neglect will appear in the state legal definitions of neglect? 2) Can states be grouped by what is and is not included in their definitions of neglect?
Findings
After coding the contents of each state's definition, the author sorted states into one of three clusters based on the number of the dimensions for each type of neglect contained in the statute and the similarity of those aspects with other states. Analysis resulted in three clusters.
The Minimalist Cluster contained 15 states and had an average of 5.4 definitional aspects. The most common definitional aspects for these states were lack of supervision, lack of medical care, and abandonment. 80% of these states required actual harm to have been done before the maltreatment met the legal threshold for neglect. 80% of these states included a general religious exemption, while only 13% offered an involuntary neglect exemption.
The Cornerstones Cluster contained 31 states, all of which included lack of medical care and inadequate food and shelter in their definitions of neglect. Other commonly shared definitional aspects included inadequate clothing, inadequate supervision, and abandonment. 87% of states in this cluster determined threat of harm to be sufficient to meet the legal threshold for neglect. 61% of these states contained a religious exemption, and 52% contained an exemption for involuntary neglect. definitions most likely to be child focused (60%) and to indicate threat of harm as sufficient to be deemed neglect (80%). This cluster showed the highest level of certain emotional neglect definitional aspects, with 80% of these states including failure to seek treatment for an emotional problem in their definitions of neglect and 40% including knowingly permitting substance abuse. This cluster also had the highest percentage of states including exposure to drug activity in their definitions of neglect at 60%.
Recommendation
The author notes that these definitions provide a window into the level of discretion state-level officials have when intervening in potential maltreatment cases. For example, a state that requires actual harm to meet the threshold for neglect may miss an opportunity for preventative services when threat of harm is detected. Furthermore, states lacking the involuntary neglect exemption will prevent child protection workers from considering the full family, community, and social environment when making a determination about a given family. States in the Cornerstones Cluster offer more discretion but lack the child-focused definitional aspect that allows child protection workers to focus on the effects on the child rather than the behavior of the parent when identifying neglect, an approach that has gained popularity among neglect researchers.
The author also notes that the way states define neglect may determine the financial resources available for treatment. As such, expanding legal definitions of neglect may also expand the number and diversity of resources child protection workers can offer families to treat and prevent neglect.
Bottom Line
Many states use legal definitions of neglect that lack the full range of physical, educational, and emotional definitional aspects studied in the NIS-4. Some states' definitions lag far behind best practices for understanding and treating neglect, such as setting the threshold for neglect at threat of harm or including an exemption for involuntary neglect.
The author notes the importance of legal definitions of neglect that align with the needs of children and families, as legislation generally determines funding priorities. For example, the passage of the Families First Prevention Services Act passed in early 2018 will likely increase states' focus on the impact of substance abuse, given the new provision enabling states to use IV-E funds for substance abuse treatment to prevent children from entering foster care. Professionals wishing to reduce neglect in their states should assess how an amendment to their current definition of neglect could bring funds to the programs and services families need most.
In addition to contributing to the body of research on how states define neglect, this article can serve as a practical resource to state leaders interested in comparing their state's definition of neglect with both the NIS-4 and other states, potentially offering a blueprint for amending or expanding their state's definition to better align with current neglect research.
Updating a state's definition of neglect may offer new resources and pathways to improve practice around the treatment, intervention, and prevention of neglect. 
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